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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Statc/Tctritory:‘ OREGON

REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLANS
FOR MEDICAL ASSISTANCE

The following is a written description of the law of the
State (whether statutory or as recognized by the courts of
the State) concerning advance directives. If applicable
States should include definitions of living will, durable
power of attorney for health care, durable power of attorney,
witness requirements, special State limitations on living
will declarations, proxy designation, process information and
State forms, and identify whether State law allows for a
health care provider or agent of the provider to object to
the implementation of advance directives on the basis of

conscience.
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CHAPTER W1

_ AN ACT - mw
leh&';xtohu]tbun;nndpr»uibiund’o_eﬁn
Be Xt Enacted by the People of the State of
Oregon:

SECTION 1. As used in sections 1 to 4 of this

Act:
a)ﬂﬂ&upmmhm means a bome
z fxee rognmbomhlhngtun

th maintenance org.mn
(2) 'Hea]t.h maintenance bas that
meaning given in ORS 760005 except that “health
maintenance org-mnhon

udes only those or-
gunizations that participate in the federal llochwe

.‘f‘:)dm%d alth ency” bas that meaning
ome &,
inORguSW ~

RS“) ‘Hosche program® has that meaning given in

(6) “Hospital” has that m ven h ORS
442015 (18). except that 'hoop?nmsog
a lpecu] inpatient care facility
(6) P&tem care ncihty’ has that meaning
442.015 (18), except that “Jong term
care fmhty' oes pot include ap intermediate care
facility for individuals with mental retardation.

“CTION Subject to provisions of

[ ) lS-nd(oH.huIWIAetnnhedthanw-

gr—ations shall maintain written policies and pro-

eadures applicable to all capable individuals 18

ars of nge ot older who are receiving bealth care

iy the bealth care organization, that
jmmde fcr

(1) Delivering to those mdmdunln the follo
ring wing

information and materials, in written form,
recommendation:

(a) Informabon on the rights of the individual
wunder law to make bLealth care decixions,
including e right to accept or refuse medical or
surgical trestment and the right to execuu direc-
tives and powers of attorney for health care

@) Information on the policies of the health care
orgumuhon with res to the implementation d

bts of the individual under Oregon law
nnke ealth care decisions;

(c)A Sy of the dutchvefommfortthBS

127.610 and & oo e
alth care f ormlztfonbigo'

ﬁves nnd powers of .ttorney or health care.

(@) Documenting in & prominent place in the in-
&vidual’s medical record whether the individual has
erw‘:ed a directive or 8 power of attorney for

5) Insung com pbmee by the health care or-
g_.uutaon Oregon Iaw relating to directives
and gowerl of attorney for bealth care.

the staff and the community on fs-
pues rehtmg ectives and powers of atiorney for
2ealth care.
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SECTION & The written information described

fn section 2 (1) of this 1991 Act shall be provided:
O)Bshupiuls not later thay five days after an
.dmxuad as an inpatient, but in any

tod 3 ;
101-5085., Nothing inbthil 1691 Mplm an)
bealth care organiza employee or ager'
dahedtbmug-?;uga:.n’b L

ineonnmnt wit.b federal law or contrary to hdivic
cal beliefs.

hﬁ hﬂooop
) un orgnmuhon uhd] be ﬁoc
to comply vg 133112

SECTION 8. Sections 1 to 4 of this Act w
added to and made a part of ORS 127.505 to 127.88.
434

s

SECTION & If Senate Bill s law
section § of this Act is repealed and section 7 of thic
Act is enacted in LHeu thereof

SECTION 7. Sections 1 to 4 of this 1991 Act are
sdded to and made a of sections 1 to 21, chapter
s Oregon Laws 199 (Enrolled Senate Bill 494).

SECTION 8. This Act takes effect on December
1, 1901

SECTION 8. Sections 1 to 4 of this Act are re-

vernor Angust §, 1991
.‘t"h‘%E}S.utﬂu,cfghmlAnnunl;llil

SECTIONS 1-4 will follow ORS 127-650 as
a "Note" entitled "Obligations of Health
Care Organizations", This is based on
Section 8 and 9 of this act.
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POWERS OF ATTORNEY; DIRECTIVE TO PHYSICIANS
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127.530

127.630 Form of power of attorney. A
written power of attorney for health care
shall provide no other authority than the
authority to make health care decisions on
behalf of the principal and shall be in the
following form: .

. POWER OF ATTORNEY FOR HEALTH
CARE

1 appoint , whose
address is , , and
whose telephone number is .
as my attorney-in-fact for health care deci-

sions. [ appoint , whose
address is , and whose
telephone number is , as my alter-

native attorney-in-fact for health care deci-
sions. 1 authorize wmy . attorney-in-fact
appointed by this document to make health
care decisions for me when 1 am incapable
of making my own health care decisions. I
have read the warning below and understand
the consequences of appointing a power of
attorney for health care.

I direct that my attorney-in-fact comply
with the following instructions or limita.
tions:

In addition, I direct that my attorney-in-
fact have authority to make decisions.re-
garding the following:

Withholding or withdrawal of life-
sustaining procedures with the understand:
ing that death may result.

Withholding or withdrawal of arti-
ficially administered hydration or nutrition
or both with the understanding that dehy-
dration, malnutrition and death may result.

{Signature of person making
appointment/Date) .

'DECLARATION OF WITNESSES

We declare that the principal is per-
sonally known to wus, that the principal
signed or acknowledged the principal’s sig-
pature on this power of attorney for health
care in our presence, that the principal ap-
pears to be of sound mind and not under
duress, fraud or undue influence, that nei-
ther of us is the person appointed as
attorney-in-fact by this document or the

1 (5O

principal’'s attending physician. Witnessed
By: oo '

(Signature of Witness/Date) (Printed Name of Witness)
(Signature of Witness/Date) (Printed Name of Witness)

ACCEPTANCE OF APPOINTMENT OF
OWER OF EY .

I accept this appointment and agree to
serve as attorney-in-fact for health care de-
cisions. ] understand ] have a duty to act
consistently with the desires of the principal
as expressed in this appointment. 1 under-
stand that this document gives me authority
over health care decisions for the principal
only if the principal becomes incapable. 1
understand that 1 must act in good faith in
exercising my authority under this power of
attorney. I understand that the principal may
revoke this power of attorney at any time in
any manner, and that 1 have a duty to inform
the principal’'s attending physician promptly
upon any revocation.

(Signature of Attorney-in-fact/Date)

(Printed name)

(Signature of Alternate Attorney-in-fact/Date)

{Printed name)

WARNING TO PERSON APPOINTING A
POWER OF ATTORNEY FOR HEALTH
CARE .

This is an important legal document. It
creates a power of attorney for health care.
Before signing this document, you should
know these important facts: . :

‘This document gives the person you des-
ignate as your attorney-in-fact the power to
make health care decisions for you, subject
to any limitations, specifications or state-
ment of your desires that you include in this
document. o '

For this document to be effective, your
attorney-in-fact must accept the appointment
in writing.

The person you designate in this docu.
ment has a duty to act consistently with
your desires as stated in-this document or
otherwise made known or, if your desires are
unknown, to act in a manner consistent with
what the person in good faith believes to be
in your best interest. The person you desig-
nate in this document does, however, have
the right to withdraw from this duty at any

2 0 3

time.
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| DIRECTiVE TO PHYSICIANS 127.810 ) T understand that I 1 have mot Wit

) 127610 Execution and revocation ef
directive; form; witness qualifications
and responsibility. (1) An individual of
wund mind and 18 years of age or older may
it any time execute or reexecute 8 directive
directing the withhelding or withdrawal of
lifesustaining  procedures should  the
declarant become a qualified patient. The di-
rective shall be in the following form:

DIRECTIVE TO PHYSICIANS

Directive made this day
of (month, year). ] , being
of sound mind, wilfully and voluntarily make
known my desire that my life shall not be
artificially prolonged wnder the eircum-
 stances set forth below and do hereby de-

. 1L If st any time 1 should have an
incurable injur{, disease or illness certified
to be a termunal condition by two physicians,
one of whom is the attending physician, and
where the spplication of life-sustaining pro-
cedures would serve only to artificially pro-
Jong the moment of my death and where my
physician determines that my death is immu-
nent whether or mot lifesustaining proce-
dures are utilized, I direct that such
procedures be withheld or withdrawn, and
that ] be permitted to die naturally.

2. In the absence of my ability to give
firections regarding the use of such life-
sustaining procedures, it is my intention that
this directive shall be honored by my family
and physician(s) as the Snal! expression of
my legal right to refuse medical or surgical
treatment and accept the consequences from
such refusal.

3. I understand the full import of this di-
rective and ] am emotionally and mentally
competent to make this directive.

Signed
City, County and State of Residence
tln! hereby witness this directive and attest

t:-

Q1) I personally know the Declarant and
believe the Declarant to be of sound mind.

»

. £2) To the best of my knowledge, at the
time of the execution of this directive, 1:
{a) Am not related to the Declarant by
blood or marriage,
" ) Do not have any claim on the estate
of the Declarant, ' .
{¢) Am not entitled to any portion of the

Declarant’s estate by any will or by opera-
tion of aw, and y

. (d) Am not 8 physician sttending the
Declarant, a person employed by & physician
sttepding the Declarant or @ person em
g:yled by a health facility in which the
clarant is 8 petient.
a35-0¢|

v {

pessed this directive in good faith 1 may be
responsible for any damages that arise out
of giving this directive its intended effect.
Witness
Witness

Y

@) A directive made pursuant to_sub-
section (1) of this section is only walid if
signed by the declarant in the presence of
two stlesting witnesses who, at time the
directive is executed, are not: .

-(a) Related to the declarant by blood or
marriage; .

@) Entitled to any portion of the estate
of the declarant upon the decease thereof
under any will or codicil of the declarant or
by operation of law at the time of the exe-
cution of the directive;

{c) The attending physician or an em-

Joyee of the atten ng physician or of &

alth facility in which the declarant is a
patient; or

{d) Persons who at the time of the exe-
cution of the directive have a claim aguinst
any portion of the estate of the deciarant
upon the declarant’s decease.

(3) One of the witnesses, if the declarant
is » patient in a long term care fncxlxtﬂ at
the ime the directive is executed, shall be
an individua! designated b& the Department
of Buman Resources for the purpose of de-
termining that the declarant is not so insu-
lated fom the voluntary decision-maki
role that the declarant s not capsble o
:ilfully and voluntarily executing a direc-

ve.

(4) A witness who does not attest & di-
sective in good faith shall be liable for any
damages that arise from giving effect to an
invalid directive.

(5) A directive made pursuant to ORS
127.605 to 127.650 and 97 (5) to (7) may
be revoked at any time by the declarant
without regard to mental state or compe-
tency by any of the following methods: -

(a) By being burned, torn, canceled, ob-
liur-tedyu otherwise destroyed by the
declarant or by some person in the
declarant’s presence and by direction of the
Geclarant. .

®) By a written revocation of the
declarant expressing intent to revoke, &
and dated by the declarant.

€c) By a werba! ression the
declarant zf intent to rcv.xe the dinbczive.

:{6) Unless revoked, a directive shall be
effective from the date of execution. If the
declarant has executed more than one direc.
tive, the last directive to be executed shall
control. If the declarant becomes eomatose
or is rendered incapable of communicating
with the attending physician, the directive
shall remain in effect lgr the duration of the
comatose condition or unti! such time as the
declarant’s condition renders the declarant
able to communicate with the attending phy-
sician. (Formerly 97.058)
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YOUR RIGHT TO MAKE HEALTH CARE DECISIONS IN OREGON

DO 1 HAVE TO DO WHATEVER MY DOCTOR RECOMMENDS? No. You have a
right to accept or refuse any proposed medical tests or treatment.

HOW WILL I KNOW HOW TO DECIDE? Your doctor will tell you what treatment or
testing he or she recommends. Your doctor will then ask if you want to know more.

If you-do, your doctor will tell you about the treatment or test, the available alternatives and
the material risks. When you have enough information, you decide whether to have the test
or treatment.

HOW CAN I PLAN AHEAD FOR A TIME WHEN I MAY BE UNABLE TO MAKE
DECISIONS? Oregon has only two official forms you can sign to cover future situations
where you are unable to decide. A Directive to Physician is a legal statement that you do
NOT want artificial life support which would only postpone your death when you are
terminally ill. A Power of Attorney for Health Care lets you designate someone you trust,
your representative, to make your health care decisions for you when you can’t do so
yourself. It allows your representative to give most directions you could have given.

Your representative cannot act for you unless you become unable to make your own
decisions.

HOW DO THESE HEALTH CARE PLANNING FORMS TAKE EFFECT? If you are
an adult able to make your own decisions, you can sign either or both of these forms.

You do not have to fill out and sign either form if you don’t want to. However, if you
do, your doctor must follow it or allow you to be transferred to a doctor who will.

The forms will not affect your insurance.

HOW DO I APPOINT SOMEONE ELSE TO ACT FOR ME? By using a "Power of
Attorney for Health Care” form, you may select another adult as your health care
representative. You may also appoint an alternate, if you wish. The representative and any
alternate must sign the form agreeing to serve. You must also decide what authority you
want to give those persons. Your representative is not obligated to pay your medical bills.

HOW DO I OBTAIN AND SIGN MY WRITTEN HEALTH CARE DOCUMENTS?
Health care facilities and some stationery stores have the official forms. In Oregon, the only
reliable way to be sure your wishes are followed is to use the official forms. Do not change
them except by filling in the blanks. Don’t add anything about money or property. Each
must be signed by you and two witnesses who must satisfy special requirements. Read and
follow the directions. Send a copy to your doctor and to anyone you choose as a
representative. Keep the original where it can be found.

G2-cei 21107713
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